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I. Severe Traumatism of the Perineal Urethra; Extensive 
Destruction of the Urethra; Primary Urethral Anastomosis .— 
A young man, thirty-two years of age, had been under my care 
for a posterior urethral infection associated with a linear stricturfe 
of large caliber at the bulbomembranous junction. He had had 
recurrent attacks of what was supposed to be cystitis for several 
years. There were several strictures of large caliber in the ante¬ 
rior urethra. Considerable relief followed internal urethrotomy. 
As the irritation and infection of the posterior urethra persisted 
and was associated with spasm of the deep urethral muscles, fol¬ 
lowing all attempts at instrumentation, perineal section was pro¬ 
posed, but was not submitted to. The chief argument against 
the operation on the part of the patient was the fact that a good- 
sized sound could be passed into the bladder, albeit with some 
little difficulty. 

July 23, 1903, the patient was riding in a buggy behind a 
spirited horse, which ran away. He sprang out of the buggy 
just as it was swerved to the side of the street, where the front 
wheel came in contact with a horse-block. As the patient ex¬ 
pressed it, the wheel rose to meet him as he came down astride 
it. He struck fairly upon the perineum, producing an injury 
which, considering the fact that the wheel was provided with a 
rubber tire of good size, was very remarkable. The perineum 
was torn through just in front of the anus, producing a large 
lacerated external wound, from which there was a severe haemor¬ 
rhage, the patient showing the effects of the loss of blood very 
plainly. He was taken to St. John’s Hospital, Springfield, Illi- 
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nois, and I was telegraphed for. I saw him about eight hours 
after the accident. I found him suffering from the combined 
effects of shock and haemorrhage. The local conditions were as 
follows: The scrotum and perineum were ecchymotic, and dis¬ 
tended by an enormous haematoma. A ragged, lacerated, trans¬ 
verse wound about an inch and a half in length and curvilinear 
in form was seen in the perineum just anterior to the anus. 
There had been no retention of urine, a circumstance which was 
most fortunate for the patient, micturition being performed 
through the perineal wound. Without delay, a free incision was 
made from the base of the scrotum back to the margin of the 
anus, traversing at right angles the wound produced by the trau¬ 
matism. A large quantity of clots was turned out from the peri¬ 
neum and scrotum. A large cavity was found anterior to the 
rectum, the haemorrhage having in great part evidently come 
from the hasmorrhoidal vessels. The urethra was found to be 
disorganized throughout the entire extent of the perineal portion. 
The entire perineum might be said to be represented by a large 
irregular cavity, on the lateral walls of which the tendinous inser¬ 
tions of the glutei muscles could be seen. There was nothing 
remaining of the urethra in the perineal portion save a narrow 
irregular strip of the mucous membrane of the floor of the 
canal. Prior to incising the perineum, a large sound was passed, 
which missed the bladder altogether, and entered the cavity in 
front of the rectum. A catheter was also passed without the 
slightest resistance. This curled up in the cavity just described 
in such a manner that one might have conceived the notion that 
it had entered the bladder. The severed ends of the urethra 
were found with considerable difficulty. The canal had been torn 
across transversely, immediately in front of a stricture of large 
caliber at the bulbomenibranous junction. The bulb had been 
torn transversely across and stripped up from the urethra both 
anteriorly and posteriorly. 

It appeared that the fibrous tissue of the stricture had really 
protected the membranous urethra from laceration. The narrow 
stricture band was dissected out, after which the ends of the 
severed urethra were brought together over a full-sized sound, 
after trimming them smoothly with the scissors, and sutured by 
a continuous suture of fine catgut. 

The surfaces of the severed bulb were next brought together 
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over the urethra and sutured. The perineal wound was partly 
closed and packed with gauze for drainage. A soft catheter was 
passed into the bladder and retained. 

The course of the case was uneventful and primary union 
of the severed urethra was almost complete. The catheter was 
withdrawn at the end of ten days, and, despite the fact that daily 
irrigations had been made, it was found to be heavily coated with 
urates. In withdrawal, a slight separation of the line of union 
in the urethra was produced and a small amount of leakage fol¬ 
lowed. This, however, closed, and at the end of six weeks healing 
was complete. The urethra now admits a No. 33 French, and the 
case is in all respects in a most satisfactory condition. 

One of the most interesting points in connection with this 
case was the fact that the perineal portion of the urethra was 
disorganized and the bulb extensively lacerated, while the 
membranous portion remained intact, showing that the point 
of division in traumatic rupture of the urethra is not always 
at a point corresponding with the subpubic ligament, the loca¬ 
tion almost universally described by the text-books. 

The result obtained in this case, and others of a similar 
nature occurring in my experience, shows the wisdom of 
primary anastomosis of the injured urethra as prophylactic of 
extensive subsequent stricture. The condition in which I 
found the urethra and the perineum in this case was such as 
would inevitably have resulted in an extensive, intractable, 
traumatic stricture. It would, of course, be impossible to say 
what the ultimate result will be, but I feel confident from 
experience in other cases of the kind, that the anastomosis of 
the urethra will not be followed by stricture later on. 

II. Two Cases of Urethrorectal Fistula following Pros¬ 
tatectomy .—It is not my intention to attempt in this paper the 
presentation of the various accidents that are liable to occur 
during or following prostatectomy, but merely to present two 
cases of an accident which is liable to occur in the practice of 
any surgeon who does a large amount of radical work upon the 
prostate, now that the perineal operation is so extensively 
used. 
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Case I.—Man, sixty years of age, with a moderately enlarged, 
hard, fibrous prostate. The perineal operation was employed, a 
Y-shaped incision being used. Enucleation was found to be im¬ 
possible, and the overgrowth was removed by morcellemcnt. The 
operation presented no unusual features. Perineal drainage with 
gauze and rubber tube were instituted. On the fifth day the 
drainage was removed. The parts at this time seemed in a per¬ 
fectly healthy condition. On the eighth day following the opera¬ 
tion, while an enema was being administered, the fluid was 
observed to return through the perineal wound. This being re¬ 
ported to me, I found on examination an opening which would 
easily admit the tip of the index-finger between the rectum and 
the track of the wound about an inch above the external sphincter. 
The sphincter and the rectal wall were divided to the level of the 
fistulous opening, in the hope that granulation would close the 
rectal wall as after the ordinary operation for rectal fistula. The 
result was disappointing, and a permanent fistula remained 
between the membranous urethra and rectum. Some months after 
the prostatectomy I operated for the closure of the fistula, the 
patient having been considerably annoyed by faecal discharges 
through the urethra, and the passage of the entire urine by way 
of the rectum. In this operation I made a plastic upon the mem¬ 
branous urethra and upon the opening in the rectum. This 
operation was a failure. A month later I again operated by 
perineal rectoplasty. This operation proved a success. 

Case II.—Man, aged sixty-five years. Large fibrous pros¬ 
tate. The patient had suffered from numerous attacks of reten¬ 
tion, over a period of several years. For some months he had 
been compelled to rely entirely upon the catheter. The introduc¬ 
tion of this instrument, at first easy and effective, became very 
difficult, was attended by severe luemorrhagc, and merely served 
to aggravate the symptoms. Prostatectomy was therefore pro¬ 
posed and consented to. Like the preceding case, this one proved 
very difficult, the prostate being so very hard that there was more 
than a suspicion of carcinoma, a suspicion which subsequent micro¬ 
scopical examination did not warrant. The overgrowth was re¬ 
moved by morcellement, great care being taken. A few days’ 
drainage was instituted as usual. A few days after the operation 
the patient complained of severe burning in the wound, especially 
on micturition. The tube was removed, and the wound was found 
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to have an unhealthy appearance. A few days later it presented 
a very peculiar aspect. A thin eschar had formed on the wound 
surface. This was dry and adherent, and had much the appear¬ 
ance that would result from the application of the actual cautery. 
This eschar involved the tissues to the depth of about one-eighth 
of an inch. It extended entirely around the perineal wound, and 
was high up in the wound cavity, as could be seen. A distinct 
line of demarcation was noted about the eschar. This had the 
appearance of a line of vesication such as might have been pro¬ 
duced by cantharidal collodion. On the twentieth day after the 
operation the eschar began to separate, and at the end of a week 
or ten days the wound was clean and granulating healthily. On 
the twenty-first day the faeces began to appear in the wound, 
coming apparently from a point very high up near the neck of the 
bladder. A few days later the urine began discharging by the 
rectum. On examination, a small area of sloughing was found 
to have developed in the rectum just below the vesical orifice. 
For a time a portion of the urine came through the urethra. 
After the perineal wound was thoroughly healed, there was no 
escape of faces or gas through the urethra, but the entire quantity 
of urine was voided at regular intervals by way of the rectum. 
This has given rise to no special inconvenience, and the old gen¬ 
tleman is at work on his farm and very little annoyed by his 
condition, save by the knowledge that it is abnormal. An attempt 
to repair the fistula in this case would not only be unjustifiable, 
but would certainly fail of success. 

The modus operandi of the formation of fistula: in the 
foregoing cases is not difficult to comprehend in the second 
case. The age and malnutrition of the patient and the de¬ 
struction of the rectal wall by sloughing incidental to what 
was probably a streptococcus infection from the bladder are 
sufficient to account for the action. Incidentally, I would 
call attention to the striking similarity of this case to the old- 
time hospital gangrene. It is barely possible that in the first 
case the rectum was injured during the operation. If so, the 
injury resulted from pressure by retractor in the hands of my 
assistant. There was certainly no cutting or laceration of the 
rectum at my hands. Admitting that such cutting or lacera- 



560 G. FRANK LYDSTON. 

tion had occurred, the location of the fistula was so low down 
that it would at once have been noticed. It is possible that 
in packing the wound or giving enemata by the internes and 
nurses after the operation the rectum was perforated. I do 
not feel justified, however, in laying the blame to this quarter. 
In both cases the capsule of the prostate was so adherent to 
the overgrowth that considerable disturbance of the prostato- 
rectal space was necessary during the operation. In patients 
of a low grade of vitality, a slight bruising of the rectal wall 
with the operator’s finger might result in the accident encoun¬ 
tered in the two cases cited. 



